Emergency Department (ED) are for non-life-threatening conditions. We investigated whether patients' characteristics and reasons for consultation had changed over 13 years. METHODS: Consecutive adult patients with non-lifethreatening conditions at triage were included in the spring of 2000 and in the summer of 2013. In both years patients completed a similar questionnaire, which addressed their reasons for consultation and any previous consultation with a general practitioner (GP). RESULTS: We included 581 patients in 2013 vs 516 in 2000, with a mean age of 44.5 years vs 46.4 years (p = 0.128). Of these patients, 54.0% vs 57.0% were male (p = 0.329), 55.5% vs 58.7% were Swiss (p = 0.282), 76.4% were registered with a GP in both periods, but self-referral increased from 52.0% to 68.8% (p <0.001); 57.7% vs., 58.3% consulted during out-of-hours (p = 0.821). Trauma-related visits decreased from 34.2% to 23.7% (p <0.001). Consultations within 12 hours of onset of symptoms dropped from 54.5% to 30.9%, and delays of ≥1 week increased from 14.3% to 26.9% (p <0.001). The primary motive for self-referral remained unawareness of an alternative, followed in 2013 by dissatisfaction with the GP's treatment or appointment. Patients who believed that their health problem would not require hospitalisation increased from 52.8% to 74.2% and those who were actually hospitalised decreased from 24.9% to 13.9% (all p <0.001). CONCLUSION: The number of visits for non-life-threatening consultations continue to increase. Our ED is used by a large proportion of patients as a convenient alternative source of primary care.
Introduction
Timely access to care for acute medical conditions is an essential feature of developed healthcare systems. Historically, general practitioners (GPs) have provided acute unscheduled care for non-life-threatening conditions. The delivery of acute care has, however, gradually shifted from GPs to emergency departments (EDs) [1] . In the USA, patients obtain only 42% of their acute care at their doctor's office, and EDs are now the single largest provider of acute care consultations [2] . In Switzerland, a country with universal health insurance coverage and devoid of a gatekeeping system, EDs are faced with a steadily increasing flow of patients consulting for non-urgent or non-lifethreatening conditions [3] . The number of ambulatory visits in all Swiss EDs increased by 32% between 2007 and 2011, and the number of consultations resulting in hospitalisation increased by 16% [4] . This growth is not a result of demographic changes, as the Swiss population increased by only 4.8% over the same period. Other reasons are population ageing, perceived severity of symptoms, unavailability of other physicians, or changes in the pattern of healthcare utilisation related to society and migration changes [5] [6] [7] [8] [9] . This growing demand for ED consultations may be associated with a marked increase in healthcare costs, as mean costs per ED visit are 1.5-1.7 times higher than care provided by GPs working in hospital-associated primary care units [10] ; it has also resulted in ED overcrowding. In 2006 in Switzerland, 84% of EDs with >20,000 visits/ year reported being overcrowded [11] . Overcrowding is associated with reduced quality of care and with worse shortterm outcome [12, 13] . The workload generated specifically by patients with non-life-threatening conditions is one of many factors that contribute to ED overcrowding [14] . According to a survey conducted in the year 2000 at the ED of the University Hospital of Lausanne, the increasing number of consultations was in part due to a growing attendance by patients with non-life-threatening conditions, by elderly patients and by a growing number of migrants [15] . The majority of non-urgent patients were self-referred patients, who chose our ED on the basis of accessibility, perception of excellence and previous consultations at our location [15, 16] . Since this report in 2000, the attendance at our ED has continued to increase, and we decided to investigate if the characteristics of our patients with nonlife-threatening conditions or their motives to consult had changed significantly over the last 13 years.
Methods
Our study was cross-sectional, single centre, and conducted from the 29th of July to the 12th of August 2013, and from the 10th to 17th of April 2000 at the ED of the University Hospital of Lausanne. The university hospital serves as the primary care hospital for Lausanne and surrounding area, and as a tertiary-care centre for the Canton of Vaud and neighbouring cantons. In 2013, the investigators, two medical students not involved in the care of the patients, screened all consecutive patients arriving between 8 a.m. and 8 p.m. during the first week, and between 8 p.m. and 8 a.m. during the second week. In 2000, six investigators covered 24 hours a day over one week. The goal was to have a representative sample of patients visiting our ED during a whole week, similar to the design of the study conducted in 2000. Consecutive patients attending the ED during the period of the survey period were screened for eligibility, and were included if they were ≥16 years old, had a non-life-threatening condition defined as triage level of 3 or 4 on the Swiss emergency triage scale (SETS; appendix 1) in 2013 (to be seen by a physician within 2 hours or when a physician is available) [17] . In 2000, the National Advisory Committee for Aeronautics (NACA) score was utilised instead [18] : a score <4 defined non-life-threatening conditions [15] . Patients were excluded if they had an acute life-threatening problem, were transferred from another department within our hospital or from another acute care hospital, were unable to provide informed consent, did not understand the questionnaire, or had detainee status. Eligible patients were approached to participate in the study. A short questionnaire, similar to the one used in 2000, was given to them in the waiting room prior to consultation. Patients were invited to complete the questionnaire on their own. In addition, investigators completed each questionnaire with the purpose of visit, and the final diagnosis from the physician in charge. Only the index visit was included in the analysis for patients who returned to the ED during the study period. The variable "No personal GP identified" was created with two different questions of the questionnaire. Patients who answered "I have no GP" to both questions were counted as being without a GP. Discordant answers between both questions were counted as invalid and were excluded from our analyses (tables 1 and 2). Office hours were defined as weekday hours between 8 a.m. and 6 p.m. Admissions that occurred out of this period and on weekends were considered as out-of-hours visits. We also assessed the changes in the number of non-life-threatening emergencies over the years. Triage was instituted in our ED during the year 2004, so that data for complete years was only available from 2005.
Descriptive statistics (frequencies, mean and standard deviation) were calculated in order to describe patients' characteristics and motivations for coming to the ED. Comparisons were made using Pearson's chi-squared, Fischer exact test or Student's t-test as appropriate. A p-value <0.05 was considered as indicative of a significant difference. All analyses were performed using Stata 13.1 (StataCorp LP, College Station, TX, USA). Our study was approved by the Human Research Ethics Committee of Canton of Vaud. An Information form was given to each patient and written informed consent was obtained from each patient.
Results
The number of ED consultations increased from 41,225 in 2005 to 54,882 in 2013 (+33.1% point), a mean increase of 3.7% point / year. For non-life-threatening consultations, the figures were 31,382 and 41,991 (+33.8% point), a mean increase of 3.8% point / year. The proportion of non-lifethreatening conditions remained stable over the years (p = 0.439): 76.1% and 76.5% of the total number of ED visits in 2005 and in 2013, respectively. In 2013, 990 patients visited the ED during the presence of the study investigators; 680 who had not visited before were eligible, of whom 581 (85.4%) were included. Among the 99 patients (14.6%) who did not complete the questionnaire, the two major reasons were leaving without being seen by the investigators (n = 37) and refusal to respond (n = 23) (see appendix 2). Patients' mean age was 44.5 years, and slightly less than half were women, unchanged since 2000 (all p >0.05) (table 1). Nevertheless the proportion of elderly patients ≥75 years was lower in 2013: 10.7 vs 16.5% (p = 0.005). The proportion of Swiss and non-Swiss citizens was stable (p = 0.282). Non-Swiss patients came mainly from European countries, but their proportion decreased slightly, while those of non-European countries increased. The diversity of countries of origin also increased from 41 to 54. The majority of non-Swiss citizens were in Switzerland for 
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Swiss Med Wkly. 2015;145:w14123 >5 years, but the proportion of those in Switzerland for ≤5 years had increased in 2013. Most patients had a professional activity or were retired. About two-thirds lived with a parent, a partner or relative who could offer social support, a proportion unchanged since 2000 (p >0.05). The referral pattern to the ED changed significantly over time: two-thirds of patients were self-referred or came on the advice of a relative (+16% point), and only 7.4% were sent by their GP, a 10% point drop over the same period (p <0.001). The majority of patients still came to ED during out-of-hours (p = 0.821). After the ED consultation, 86.1% were discharged to home, an 11% point increase (p <0.001). Most patients reported having a GP: 76.4% in 2000 and 2013 (tables 1 and 2); this proportion was even higher in patients ≥75 years: 91.8% and 96.8%, respectively (p = 0.491). Patients with a GP were significantly older: 48.5 ± 21.4 years vs 33.5 ± 13.3 years (p <0.001), without change between 2000 and 2013 (all p >0.05). The majority of patients with a GP were Swiss, unchanged over time (p >0.05), followed by those from European countries.
Among non-Swiss patients who reported having a GP, more than 70% had lived in Switzerland for more than 5 years. Patients without a GP were mostly non-Swiss; they were more commonly living in Switzerland for ≤5 years, a significant change since 2000 (p = 0.006). Among patients with a GP, a third tried to contact their GP before coming to ED in both periods (p = 0.656), but the percentage of patients who found it difficult to get a timely appointment nearly doubled since 2000 (p = 0.002). However, in 2013nearly one in three patients reporting having a GP tried to contact another physician prior to their ED visit, whereas only one in five did so in 2000 (p <0.001). Most patients had consulted a physician during the year prior to their index visit, but in a larger proportion for those who had a GP, both in 2000 and 2013 (p <0.001). Finally, a reported personal GP had no impact on the proportion of out-of-hours consultations, unchanged since 2000. The main reason for self-referral was still the lack of known alternatives to the ED, although this proportion decreased (table 3) . Excellence of the institution and access to specialists, the second most frequent reason in 2000, was replaced in 2013 by dissatisfaction with treatment or timing of appointments provided by GPs. The possibility of consulting without appointment or a paramedic's decision increased by 5% point each, a marked change since 2000. In general, the delay before the index ED visit increased significantly (p <0.001): the percentage of patients who consulted within 12 hours of their perceived symptoms dropped from 54.5% to 30.9% while those waiting more than a week increased from 14.3% to 26.9% ( fig. 1 ). Medical patients waited longer than trauma patients in both study periods (p <0.001) ( fig. 1 ), and the time delay for both increased significantly. The proportion of patients who believed that their health problem would not require hospitalisation increased from 52.8% to 74.2% in 2013 (p <0.001). This augmentation was found for both trauma and medically related visits (data not shown). Based on the subjective assessment of the ED physician, the percentage of patients who required the technical capabilities of our ED, and therefore needed to come to our hospital-based ED decreased from 44.7% to 36.0% (p = 0.004).
Discussion
Our study is the first to investigate changes over the last decade in patients' reasons for consultation for non-lifethreatening conditions at a hospital-based ED in Switzerland. Our results confirm the continuous rise in the total number of consultations since 1993 in Lausanne [16] , and in the growing number of visits for non-life-threatening conditions reported in Switzerland since 2007 [4] , and in other developed countries [19] . It occurred despite the inauguration since 2000 of two urgent-care clinics in Lausanne, providing new alternative opportunities for medical consultations, in particular out-of-hours. The lack of impact on ED attendances by raising the number of alternative sites has been found in other countries, and may be due to the new demand that they create [20, 21] . In 2013, patients attending our ED were typically young active males consulting for a trauma, a description fitting previous reports [3, 22, 23] . A lower proportion of patients were elderly, an unexpected change because of the ageing population [16] . Elderly patients might be less likely to be triaged as low urgency patients, given their greater number of comorbidities [16] . Also, nearly all elderly patients were registered with a GP, whom they might have consulted instead of the ED. However, nearly 70% of patients were self-referred, a rate similar to that in other studies [22, [24] [25] [26] [27] . Reasons for self-referral changed over 13 years. Unawareness of an alternative treatment site was still the first reason to attend our ED, providing an opportunity for an educational intervention: better knowledge of alternative treatment sites for non-urgent conditions has been shown to reduce ED use [28] . Dissatisfaction with the primary care provider became the second most frequent reason to consult our ED, reported by one in five patients. Dissatisfaction usually pertains more to the difficulty to get a timely appointment [29] , than to the quality of care [25, 27] . Regardless, both unmet medical needs and poor primary care access drive up ED attendance [30] . The convenience of an unscheduled appointment became a more common reason, which supports the new trend in patients' preferences for accessing urgent care [31] . The perceived urgency of the medical condition is a frequently cited motive for self-referral [9] . However, our patients waited longer before consulting, considered their acute health problem to be unlikely to require hospital admission, and ultimately were hospitalised less often. This convergent evidence suggests that the perceived emergency or severity was less of a drive to attend our ED. Another reason for self-referral is patients' belief that their acute condition requires immediate diagnostic capabilities supposedly only available in the ED [23, 30] . However, physicians assessed that fewer patients in 2013 needed the technical capabilities of our ED, and that patients could have been seen at their GP's office, as long as the GP had access to standard x-ray or blood tests (data not shown). These observations, taken together, suggest that our ED is now used more often as an accessible and convenient source of primary care than a GP's office.
Since 2000, the proportion of non-European patients was larger, reflecting the changes of migration patterns over the last 20 years [32] . Non-Swiss patients resided in Switzerland for a shorter time than in 2000. According to the Federal Statistical Office, non-Swiss residents represented 32.8% of the population of the Canton of Vaud [33] , but they accounted for 44.5% of our patients. Their disproportionate use of the ED for non-urgent conditions has been reported in an earlier study in Lausanne [16] , and more recently in the hospital-based ED of two large Swiss cities [24, 34] . Non-European patients and those in Switzerland for less than 5 years less frequently had a GP, suggesting that they were less integrated in our healthcare system. They may also have been in poorer health, as they tend to be hospitalised more frequently than Swiss patients after their ED consultation [4] . International reports of ED use by migrants compared with native patients are somewhat conflicting: from lower use (the healthy migrant effect) [35] [36] [37] to higher use [38, 39] . The comparison between native patients and migrants is subject to several confounders: variable international ED visit rates for native patients, origin of migrants, their gender, age, baseline health, income, insurance coverage, length of residency and type of medical conditions [40] . Many of these factors were not collected in our study, and our results must be interpreted with caution.
The strength of our study relies on the prospective collection of data in a large group of consecutive patients, providing a unique perspective of our ED attendance at two time points 13 years apart. But our study has also potential limitations. First, the definition of a non-life-threatening case was based on the assessment at triage, which changed from NACA in 2000 to SETS in 2013. Different severity criteria may have led to the selection of a different population. Nevertheless the proportion of non-life-threatening cases remained stable over time, and the magnitude of their absolute increase was in the range published by the Swiss Health Observatory [4] . Second, our 2013 survey took place during a vacation period at the end of July and beginning of August, but was outside a vacation period in April of 2000. The different timeframe could have increased the proportion of patients registered with a GP or consulting during office hours. However, we found similar proportions. Third, changes observed in our ED population must be interpreted as changes from the perspective of our ED, and not from a societal perspective. The local healthcare system has evolved and been reorganised since 2000. The Department of Ambulatory Care and Community Medicine was relocated to a new building adjacent to the university hospital, and the relocation was associated with a near doubling of its urgent consultations. As urgent consultations are triaged either to the ambulatory clinic or to the hospital-based ED, we sampled patients in both locations. On the other hand, new urgent-care clinics have opened in Lausanne. The net impact of these changes for urgent consultations is therefore difficult to assess. Fourth, our study was single-centre, which may limit its external validity. Nevertheless our results are in agreement with those of others [5, 7, 8, 25, 27, 41, 42] . Fifth, our rate of participation was 84% in 2013, 11% point lower than in 2000. However, our rate remains high, and the lower participation can be partly explained by the new requirement by our ethics committee of a signed informed consent in 2013.
Sixth, there was one more public holiday during the investigation period in 2013, generating more out-of-hours admissions. However, this proportion remained greater than 50% even when admissions from this additional holiday are removed. Finally, data was collected over a short period of time. The observed changes may be therefore due to random variations, and not related to an actual evolution of ED use. However, our data are in accordance with other studies conducted in Switzerland [1, 3, 4, 16, 22, 24, 34] .
Conclusion
Our study confirms the absolute increased use of ED by patients with non-life-threatening conditions, for which patients wait longer before seeking care. Even if lack of known alternative sites for consultation is still the leading cause for self-referral, growing dissatisfaction with GPs' care or accessibility drives some of the increased ED use.
Our study thus highlights new challenges that our healthcare system needs to face to address unscheduled care in order to curb the unnecessary use of ED resources.
Disclosures:
No financial support and no other potential conflict of interest relevant to this article was reported. Authors' contribution: LD and LE contributed equally.
Original article
Swiss Med Wkly. 2015;145:w14123
Swiss Emergency Triage Scale (SETS) and orientation for triage level 3 and 4.
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